Introduction
============

Thoracic aneurysms are usually asymptomatic. Typically they present with sudden onset of interscapular back pain, or central chest pain. Dysphagia as a result of oesophageal compression is an uncommon associated symptom. Other vascular causes of oesophageal compression are also rare, the commonest being dysphagia lusoria, where the oesophagus is compressed by an aberrant right subclavian artery \[[@R1]\].

We present the case of a 67 year old female patient, who presented repeatedly to various clinicians with increasingly severe dysphagia and weight loss as the only manifestation of a large thoracic aneurysm. She was dealt with by three different specialties, and despite multiple investigations, the aneurysm ruptured and the patient died.

Case presentation
=================

A 67 year old woman presented to the emergency department complaining of worsening epigastric pain radiating to her back and dysphagia to solid foods over the previous two weeks. Her past medical history included hypertension, cerebro-vascular accident followed by a carotid endarterectomy, right femoro-popliteal bypass grafting and hysterectomy. Her vital signs were normal on admission. Clinical examination of her abdomen revealed tenderness on deep palpation of the epigastrium, with no other signs. An abdominal film and routine blood tests were all within normal results.

The signs and symptoms were felt to represent cholelithiasis. An ultrasound scan of her abdomen was requested, but this showed no abnormality. She was discharged following a brief admission, with colonoscopy and gastroscopy requested as an outpatient. These tests were both performed, and were both reported as normal. Her care was transferred from a surgical team to the gastroenterological team for further investigation of her dysphagia and weight loss.

The patient's symptoms persisted and worsened, with a weight loss of 20 kg in two months. She attended a medical outpatient clinic and was promptly admitted. She had a chest X-ray, an ultrasound scan, a barium enema, and two CT scans. The chest X-ray demonstrated a thoracic aneurysm, but the X-ray remained unreported. The second CT scan encompassed the thorax, and demonstrated a thoraco-abdominal aneurysm measuring 8.3 cm x 7.8 cm starting six centimetres above the diaphragm and ending at the origin of the coeliac axis (Figure 1 [(Fig. 1)](#F1){ref-type="fig"}). There was no evidence of rupture. There was considerable compression and anterior displacement of the oesophagus. In the absence of other demonstrable pathology, this was clearly responsible for her symptoms.

The patient remained haemodynamically stable, and was pain-free. She was discharged to attend a tertiary referral centre as an urgent outpatient, but unfortunately succumbed to rupture of the aneurysm soon after discharge.

Discussion
==========

Oesophageal compression leading to dysphagia caused by a thoracic aortic aneurysm as a sole presentation is succinctly described in case reports and whose incidence is unknown to date. The presenting signs and symptoms can be very vague as the majority are asymtomatic. Expanding aneurysms can present with interscapular pain or central, ripping chest pain and dyspnoea. Atypical presentations of a thoracic aneurysm include hoarseness, dizziness and dysphagia. The association of thoracic aortic aneurysm and dysphagia was originally described by Pape in 1932, as reported by Wilkinson et al. \[[@R2]\], and is only infrequently reported in the medical literature.

Recent case reports suggest that patients who develop aorto-oesophageal fistula have a prodromal syndrome which includes dysphagia \[[@R2]\]. Symptomatic compression of the oesophagus by abnormal vasculature has been described as Dysphagia Lusoria \[[@R3]\]; this symptom is more commonly caused by aberrant or ectatic vessels in the region of the aortic arch \[[@R4]\], particularly an aberrant right subclavian artery giving rise to a so-called 'vascular ring' which encompasses the oesohagus. To date, there are only few reports linking thoracic aortic aneurysm to dysphagia \[[@R5]\]. Suggested diagnostic modalities include a thoracic CT scan, barium swallow studies and oesophageal manometry, the latter being of academic interest only. Clinical suspicion of the pathology remains a mainstay of diagnosis.

Unfortunately, our patient succumbed before she was seen at the tertiary centre. Dysphagia aortica is rarely considered in the differential diagnosis of dysphagia; the lack of awareness lead to a significant diagnostic delay in our case. We suggest that all patients presenting with atypical symptoms, especially dysphagia caused by a thoracic aneurysm, should be referred urgently to a tertiary centre for operative treatment, as this particular symptom is associated with imminent rupture and death.
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